Objective Although injury severity and parental stress are strong predictors of posttraumatic adjustment in young children after burns, little is known about the interplay of these variables. This study aimed at clarifying mediation processes between injury severity and mother's, father's, and young child's acute stress. Methods Structural equation modeling was used to examine the relationships between injury severity and parental and child acute stress. Parents of 138 burn-injured children (ages 1-4 years) completed standardized questionnaires on average 19 days postinjury. Results Sixteen children (11.7%) met Diagnostic and Statistical Manual of Mental Disorders, 5th edition, preschool criteria for posttraumatic stress disorder (excluding time criterion). The model revealed a significant mediation of maternal acute stress, with the effect of injury severity on a child's acute stress mediated by maternal acute stress. Paternal acute stress failed to serve as a mediating variable. Conclusions Our findings confirm mothers' crucial role in the posttraumatic adjustment of young children. Clinically, mothers' acute stress should be monitored.
Young children are particularly at risk of accidental burn injuries, with children aged <3 years accounting for 80% of all pediatric burn injuries (Schiestl, Beynon, & Balmer, 2007) . Many burn accidents meet criteria for a traumatic event, as defined by the Diagnostic and Statistical Manual of Mental Disorders, 5th edition (DSM-5; American Psychiatric Association [APA], 2013) . Posttraumatic stress presents itself differently in young children (Scheeringa, 2009) . A developmentally sensitive subtype of posttraumatic stress disorder (PTSD) has therefore been included in the DSM-5 (APA, 2013) . PTSD for children of 6 years includes three symptom clusters, namely, (1) intrusion, (2) avoidance and negative alterations in cognitions and mood, and (3) arousal. Owing to cognitive and verbal capacities, the diagnostic criteria for young children are anchored more behaviorally. Most changes with regard to the >6 years PTSD criteria have been made in the section of avoidance and negative alterations in cognitions and mood. Because these symptoms are more difficult to assess (e.g., avoidance of thoughts) or even developmentally impossible (e.g., sense of a foreshortened future) in young children, less symptoms are required. Notably, while there is a preschool-type of PTSD in the DSM-5, there are no specific criteria for acute stress disorder (ASD) in young children (APA, 2013) . This is problematic because recent research has shown that the current ASD criteria are probably not developmentally sensitive enough to reliably assess acute stress in young children (McKinnon et al., 2016) . Consequently, standardized and validated measures to assess symptoms of ASD in preschool-age children are lacking.
Studies among young children aged 1-6 years have revealed acute posttraumatic stress symptoms (PTSS) within 1 month after a medically attended burn injury in 29% of the children (Stoddard et al., 2006) and rates of PTSD after 1 month in the range of 3-25% (De Young, Kenardy, Cobham, & Kimble, 2012; Graf, Schiestl, & Landolt, 2011; Stoddard et al., 2017) . Moreover, burn injuries in young children are also stressful for parents. There are no data available for ASD, but PTSD rates in parents range from 22% to 50% after 1 month (Bakker, Van der Heijden, Van Son, & Van Loey, 2013; De Young, Hendrikz, Kenardy, Cobham, & Kimble, 2014) .
The impact of a traumatic event on young children cannot be examined without considering specific developmental factors. In early childhood, children are heavily dependent on their parents to regulate their emotions (Carpenter & Stacks, 2009) . Further factors that contribute to young children being overwhelmed are their limited cognitive capacity to construct coherent memories (Coates & Gaensbauer, 2009) , their limited ability to understand the accident and subsequent treatment, and their limited language skills (Salmon & Bryant, 2002) . From a developmental point of view, young children are therefore unlikely able to appropriately appraise the impact of their accident and their injury. As a consequence, the child's appraisal relies heavily on his/her parent's reactions. If parents are stressed, their children are likely to react similarly (Nugent, Ostrowski, Christopher, & Delahanty, 2007) .
Analyzing the interplay of traumatic injury and both child and parental acute stress, the relationship between the latter must be especially taken into account. Recent reviews state that child psychosocial outcomes are highly related to parental PTSD (Bakker, Maertens, Van Son, & Van Loey, 2013; Ee, Kleber, & Jongmans, 2016) . Only one study has empirically examined acute stress in young children (aged 1-4 years) with burns of moderate severity (percentage total body surface area [%TBSA] burned, M ¼ 14.6, SD ¼ 13.9). This path analysis identified a direct relationship between the acute PTSS of the parents and child (Stoddard et al., 2006) . This same association has been validated cross-sectionally and longitudinally in later PTSS among young children (aged 1-6 years) after sustaining a burn at the lower end of the severity spectrum (%TBSA, M ¼ 7.6, SD ¼ 7.4 and M ¼ 3.2, SD ¼ 4.4; De Young et al., 2014; Graf et al., 2011) . Investigating the directionality of effects, whereas parental PTSS exhibited a significant long-term influence on the child's PTSS, the reverse was not observed (De Young et al., 2014) . Recently, one study analyzing maternal factors and young child PTSS in a sample with children aged 1-6 years exposed to different types of trauma showed that maternal PTSS (measured at Time 1) mediated children's PTSS over time, but observed maternal emotional sensitivity (Times 1 and 2) did not (Scheeringa, Myers, Putnam, & Zeanah, 2015) . Lastly, there is evidence that maternal posttraumatic stress mediates the relationship between the exposure to community violence and behavior problems in young children, 3-5 years of age (Linares et al., 2001) . Throughout the studies cited above, mainly mothers reported on child symptomatology. The role of fathers has been less frequently taken into account. However, in a previously published Dutch study, fathers' acute stress was associated with more behavioral problems in 0-5-year-old children with minor to moderate burns (%TBSA, M ¼ 7.7, SD ¼ 6.8; Bakker et al., 2014) .
The relationship between parental and child stress has been theoretically explained by different approaches. One model, a so called "parenting model," suggests that traumatic events do not necessarily influence children's emotional and behavioral functioning directly, but mediated via the parents' own posttraumatic stress (Scheeringa, 2009) . Parenting capabilities are not the scope of the present study. Instead, the indirect pathway from the traumatic injury to child's acute stress via parental acute stress is worth empirical investigation.
With respect to the severity of injury, previous studies revealed an association between larger burn size, more invasive medical procedures, longer hospital stays, more frequent dressing changes, and more acute and long-term PTSS in 1-6-year-old children (De Young et al., 2014; Drake et al., 2006; Graf et al., 2011; Stoddard et al., 2006) . Interestingly, this effect has not been detected among older children, where subjective appraisals seem to be more important than the objective characteristics of the injury (for a review see Trickey, Siddaway, Meiser-Stedman, Serpell, & Field, 2012) . Likewise, the severity of a young child's (ages 0-6) injury impacts parental posttraumatic stress, with larger burns and more medical procedures both associated with more acute and long-term PTSS in their parents (Bakker, Van der Heijden et al., 2014; De Young et al., 2014) . A review suggests that there might be an indirect relation between children's burn severity and their posttraumatic psychological adjustment (Bakker, Maertens et al., 2013) .
The first phase after a burn accident is especially stressful for children and parents (Bakker, Maertens et al., 2013) . Parental stress should thus affect a young child's posttraumatic adjustment starting immediately after the accident. Likewise, the severity of injury is likely to be of particular importance in the acute aftermath of the traumatic event. It is, therefore, especially crucial to examine this acute phase closely if we seek to disentangle the influences of both variables on the child's acute stress. Unfortunately, there is currently no validated instrument available to assess ASD in young children.
Taken together, research investigating acute stress in young children remains sparse. Prevalence rates according to DSM-5 (APA, 2013) are lacking; likewise are studies on mechanisms explaining the development of acute stress in young injured children. While direct relationships appear to be well established between child injury severity and both child and parental acute stress, and between parental stress and child acute stress, to the best of our knowledge, no study has yet analyzed the interplay between these variables within a more complex model. It remains unclear if injury severity and parental acute stress affect young children's acute stress independently or in combination. The latter would be of high relevance for clinical practice, as this might point out the importance of monitoring and addressing parental acute stress. Young children might react more to their parents' stress than to the severity of their injury. Especially, parents of severely injured children should in consequence be monitored closely.
For the present study, baseline data from an ongoing randomized controlled trial (RCT) evaluating the effectiveness of an early intervention for preventing posttraumatic stress in children aged 1-4 years after burn accidents were used (ClinicalTrials.gov: NCT02088814; De Young, Haag, Kenardy, Kimble, & Landolt, 2016) . The first aim of this study was to assess prevalence rates for diagnoses of acute PTSD (excluding the time criterion) in children and for ASD in their parents. We hypothesized that these prevalence rates would be in the range of previously reported estimates (children: 10-29%, parents: 22-50%). Second, we sought to make a first step toward disentangling the roles of injury severity and parental and child acute stress. Based on prior empirical findings and theoretical constructs, it was hypothesized that the relationship between injury severity and child acute stress would be fully mediated by both maternal and paternal acute stress.
Methods

Participants
Participants consisted of children, ranging from 1 to 4 years of age, who had experienced an unintentional burn injury, as well as both their parents (when available). Children/families were eligible for participation if the following inclusion criteria were met: (1) medical treatment (inpatient or outpatient) at University Children's Hospital, Zurich; (2) no stay in the pediatric intensive care unit for >1 week; (3) parental fluency in German; (4) no suspected or substantiated child abuse; and (5) no evidence of cognitive impairment in the child (according to medical records). Participants were recruited continuously over a period of 2 years. Families were contacted within the first week of their child's accident. Of 263 families who met inclusion criteria, 125 did not participate, the primary reasons being that they could not be contacted or lacked interest. The final study sample, therefore, consisted of 138 children, 138 mothers, and 128 fathers. Nonparticipants and participants did not differ significantly in terms of the child's age (t ¼ 0.17, p ¼ .87), sex (v 2 ¼ 0.03, p ¼ .87), %TBSA burned (U ¼ 6200.00, p ¼ .13), or the percentage admitted to the hospital for at least 24 hr (v 2 ¼ 3.62, p ¼ .06).
Procedures
The current study was embedded within a RCT evaluating the effectiveness of an early psychological intervention for young children after sustaining an accidental burn (De Young et al., 2016) . In this article, we present extended baseline data collected a mean of 19.26 (SD ¼ 13.92) days after the accident, before the allocation of participants to the two treatment arms of the RCT (intervention vs. control group). Because in research among young children usually mothers are used as proxy informants (De Young et al., 2014; MeiserStedman et al., 2008) and because in our community mothers are in most cases primary caregivers for children aged 0-6 years (Swiss Federal Office of Statistics, 2016), we assessed maternal proxy report of acute child stress. In cases where mothers were not available or fathers were more present in actual childcare, fathers completed the child measures. Mothers and fathers were assessed separately by means of written questionnaires. Medical data were obtained from patient records and attending physicians. The current study was approved by the local ethics committee. In accordance with ethics standards, written informed consent was obtained from the parents.
Measures
Acute Stress in the Child
Symptoms of accident-related acute posttraumatic stress in young children were assessed using the German DSM-5 version of the Young Child PTSD Checklist (YCPC; Scheeringa, 2013) without considering the time criterion. This instrument contains 23 closed-ended items for which responses are given using a 5-point Likert scale (0-4). We used the 18 DSM-5 preschool PTSD symptom items to assess their frequency (clusters B-D: intrusion, avoidance and negative alterations in cognitions, arousal; APA, 2013). In accordance with the manual, a symptom was considered present if the frequency score was at least "1" ("once per week or less/once in a while"). In addition, functional impairment in daily life was assessed and an acute PTSD diagnosis assigned according to the DSM-5 preschool criteria (APA, 2013), excluding the time criterion. Subsyndromal acute PTSD was diagnosed if criteria for two of the three symptom clusters were met. For each symptom cluster, a severity score was derived by summing up the frequency items. Total acute PTSD severity was calculated by adding up all symptom items. In this study, internal consistency for the YCPC total acute PTSD severity score was acceptable (Cronbach's a ¼ .77). For reasons of improved legibility, the term of "acute stress" will be used below to denote total acute PTSD severity in children.
Acute Parental Stress
To assess ASD in mothers and fathers, we used the Acute Stress Disorder Scale (ASDS; German version of the updated DSM-5-version; Bryant, 2013; Bryant et al., 2000; . Parents rated the intensity of each symptom on a 5-point Likert scale. In this study, the sum of all 14 items was calculated and used as a measure of total ASD severity, with scores ranging from 0 to 56, and higher scores indicating more severe ASD symptoms. Likewise, symptom severity levels specific to each ASD cluster (intrusion, negative mood, dissociation, avoidance, arousal) were computed. ASD diagnoses were made in accordance with the DSM-5 (APA, 2013). The internal consistency of the total scale in this study was good (Cronbach's a ¼ .82). Again, the term "acute stress" will be used below to denote total parental ASD severity.
Injury Severity
Injury severity was determined using burn size (%TBSA), the number of dressing changes, and the number of days spent in hospital. These are variables commonly used in the context of studying the psychological consequences of burn events (Bakker, Maertens et al., 2013) . The data were retrieved from the patient's medical records.
Socioeconomic Status
Socioeconomic status (SES) was calculated via the summation of two ratings: (a) paternal occupation and (b) maternal education. These data were obtained from questionnaires completed by the parents. Each rating was scored 1-6, with summation scores thereby ranging from 2 to 12 points. Three social classes were defined: SES scores 2-5, lower class; SES scores 6-9, middle class; and SES scores 10-12, upper class. This measure had already been shown to be a reliable and valid indicator of SES in Switzerland (Landolt, Vollrath, Ribi, Gnehm, & Sennhauser, 2003) .
Statistical Analysis
Data were analyzed using the statistical software R (R Core Team, 2014) for Windows and the lavaan (0.5-20) package (Rosseel, 2012) . Comparisons between participants and nonparticipants were performed with Student's t-tests for continuous data,
Pearson v 2 analysis for categorical variables, and Mann-Whitney U-tests to assess differences in variables with a nonnormal distribution. Bivariate associations between studied variables were examined by means of Pearson product-moment correlation coefficients. All tests were two-tailed.
To analyze the interplay between injury severity and parental and child acute stress severity, structural equation modeling (SEM) was used, testing both direct and indirect mediation effects. The three variables-%TBSA burned, number of dressing changes, and days in hospital at the time of assessment-were used as manifest indicators of the latent variable of injury severity. The DSM-5 (APA, 2013) symptom clusters of PTSD, that is, the subscales of the YCPC (Scheeringa, 2013) , and facets of ASD, that is, sums of the relevant items of the ASDS (Bryant, 2013) , were used as indicators of the latent variables of child and parental stress. As the latent variables of mother and father stress could covary, owing to third variables not included in the model, they were allowed to correlate in our model.
Owing to the coarse and strongly nonnormal distribution of several variables detected by graphical inspection, they were treated as ordinal manifest variables (marked in Table II) . Consequently, the robust, weighted least-squares estimator (WLSMV) was chosen using pair-wise deletion of missing data. Model fit was evaluated with the model v 2 , the comparative fit index (CFI), the Tucker-Lewis index, and the robust root-mean square error of approximation (RMSEA). A nonsignificant v 2 -value (p > .05) means that the tested model is consistent with the data. Simulation studies state that CFI values !0.95 and RMSEA values <0.06 indicate a good model fit, both for continuous (Hu & Bentler, 1999) and ordinal outcomes (Yu, 2002) . To ensure the significance of the indirect effects, bootstrapped estimations of the standard errors were performed. However, owing to the strong skewness of several scales, the resulting bootstrapped standard errors were almost all smaller than the robust standard errors. To avoid progressive error, we thus decided to take into account the more conservative robust errors.
Results
Sample Characteristics
One hundred thirty-seven mothers (99.3%) and one father (0.7%) reported on child acute stress. The mean age of the participating children was M ¼ 2.18 years (SD ¼ 0.91, Min ¼ 0.92, Max ¼ 4.67). Eighty-two (59.4%) were male. The TBSA burned ranged between 1% and 30%, with most children having sustained a small area of injury (M ¼ 3.7%, SD ¼ 4.32%). Children had undergone M ¼ 1.99 (SD ¼ 1.32) dressing changes before our assessment. On average, the children had been in the hospital for M ¼ 1.73 days (SD ¼ 3.31) when our assessment was conducted. The majority of subjects were not hospitalized in the aftermath of the accident (n ¼ 97, 70.3%). Regarding the type of accident, the majority of children experienced scalds (n ¼ 79, 57.2%), followed by contact burns (n ¼ 50, 36.2%). Injuries owing to fire were rare (n ¼ 7, 5.1%); likewise were burns by electricity and chemicals (both n ¼ 1, 0.7%). Nearly half of the subjects were of upper SES (n ¼ 64, 46.3%), followed by 60 (43.5%) middle class, and four lower class (2.1%). The SES of 11 families was unknown (8.0%).
Prevalence of Acute Stress
Based on mainly mothers' reports, 16 (11.7%) children met full criteria for acute PTSD (excluding the time criterion), as per the DSM-5 criteria for preschoolers (APA, 2013), while 21 (15.3%) met criteria for acute subsyndromal acute PTSD. Roughly twothirds of the subjects met DSM-5 criteria for intrusion, while roughly one third met those for avoidance and negative alterations in cognition, and arousal (Table  I) . Three mothers (2.2%) and one father (0.7%) met the full DSM-5 criteria diagnostic of ASD (APA, 2013). Mean ASD symptom severity was M ¼ 7.39 (SD ¼ 6.33) among mothers and M ¼ 5.85 (SD ¼ 5.13) among fathers.
Associations Between Study Variables
Bivariate correlation coefficients for the indicators are presented in Table II . The three indicators of injury severity were significantly associated with the avoidance/cognitions score and partly with the arousal score, mothers' negative mood, and fathers' intrusion symptoms. While the symptom clusters of child PTSD severity correlated significantly with most maternal ASD facets, they were poorly associated with paternal ASD facets. Figure 1 . Injury severity was significantly, directly related to maternal acute stress (p ¼ .00) and maternal acute stress was significantly associated with higher acute stress in the child (p ¼ .03). Injury severity was also a significant predictor of greater acute stress in fathers (p < .001); however, paternal acute stress was not significantly associated with the severity of the child's acute stress (p ¼ .95). Lastly but also importantly, injury severity did not directly predict acute stress severity in the child (p ¼ .06). Examining indirect effects via the parents, injury severity was indirectly associated with child acute stress severity through maternal acute stress (standardized coefficient ¼ 0.15, p ¼ .03), but not through paternal acute stress (standardized coefficient ¼ À0.00, p ¼ .95). Thus, maternal acute stress served as the mediating variable for full mediation. The total effect from the latent variable of injury severity via parental acute stress to child acute stress was significantly positive (standardized coefficient ¼ 0.40, p ¼ .01). The model collectively accounted for 29% (R 2 ¼ 0.29) of the variance in the children's acute stress. In all, 15% and 16% of the variance in acute stress was explained by injury severity in mothers and fathers, respectively.
Structural Relationships Between Injury Severity and Parental and Child Stress
Discussion
This study was designed to help disentangle the influence of injury severity and parental acute stress on the severity of acute stress in young injured children. The first specific aim was to assess acute stress in young children with burn injuries and their parents. The resulting prevalence of diagnosed acute PTSD was 11.7%, which is lower than either the prevalence of acute PTSS reported by Stoddard et al. (2006) or the 1-month PTSD rate observed by De Young et al. (2012) . However, the prevalence of acute PTSD diagnoses in our sample of young children with burns is well in line with the 1-month rate reported by Stoddard et al. (2017) and is also comparable with the 6-month and 15-month rates reported by De Young et al. (2012) and Graf et al. (2011) , respectively.
Meanwhile, our ASD rates in mothers and fathers were substantially lower than those identified in both a Dutch and an Australian study (Bakker, Van der Heijden et al., 2014; De Young et al., 2014) . Our rates overlap better with a previous prevalence of 6.0% for definite PTSD in parents of young children with burns (Graf et al., 2011) . The discrepancies we observed in our children and parents versus prior reports probably are secondary to our use of different diagnostic criteria, as this was the first study to apply DSM-5 criteria (APA, 2013) . Because no instrument currently is available to assess ASD in young children, we used the YCPC (Scheeringa, 2013) . Other ways in which our study was different from those published previously include a lower average size of burn injury and the earlier time point of assessment.
Our second aim was to analyze the interplay between the severity of burn injury in the child, the child's acute stress, and the parents' acute stress. Maternal acute stress served as a mediating variable in the postulated structural equation model. This suggests that, in young children, the severity of their injury influences the severity of their acute stress, but only indirectly via the severity of their mother's acute stress. The most likely reason for this result is that core developmental capacities are still evolving in young children, which makes them rely on their mothers as a reference to interpret situations that arise (Coates & Gaensbauer, 2009; Drake et al., 2006; Saxe et al., 2006) . This result is consistent with a previous path analysis among older children aged 7-17 years with burns, which determined that the relationship between burn size and the child's ASD symptoms was mediated by both parents' ASD symptoms (Saxe et al., 2005) . Our model suggests that the more injured the child is, the more stressed the mother becomes, which is in line with previous research results (Bakker, Van der Heijden et al., 2014; De Young et al., 2014) , and that this maternal acute stress, in turn, may enhance acute stress in the child. Our findings are in line with a theoretical model that proposes that traumatic events do not necessarily influence young children's posttraumatic symptoms directly, but mediated via the parents' own stress (Scheeringa, 2009) . There are several possible mechanisms to explain this finding. First, altered parenting, such as being emotionally less available or overprotective, might play an important role (Ee et al., 2016; Williamson et al., 2017) . Second, social referencing could contribute to child symptomatology, as children may display posttraumatic stress if their mothers model posttraumatic stress (Linares et al., 2001 ). Finally, shared genetic vulnerability and shared experience of the traumatic event (Drury et al., 2013; Saxe et al., 2005; Scheeringa & Zeanah, 2001 ) can also be of importance. In our sample, 82.6% of the mothers witnessed or were involved in the accident. Therefore, a model of complex bidirectional dyadic influences, in terms of a relational or transactional framework, must also be taken into account (Ee et al., 2016; Scheeringa & Zeanah, 2001) .
Paternal acute stress was not found to mediate the relationship between injury severity and the child's acute stress in our model. While fathers seemed to be affected by the severity of the burn injury, the pathway between their and their child's acute stress was not statistically relevant. The lack of any significant association between paternal and child PTSS is in line with previous research among young children with burns (Graf et al., 2011) . It is, however, contrary to longitudinal findings in older children (ages 6-16) with different types of trauma, in whom paternal PTSS exerted an influence on child PTSS over time (Landolt, Vollrath, Timm, Gnehm, & Sennhauser, 2005; Landolt, Ystrom, Sennhauser, Gnehm, & Vollrath, 2012) . One explanation might be the young children assessed in the present study, all between the ages of 1 and 4 years. In this age-group, mothers typically still serve as the primary caregivers. Moreover, in our sample, even though there certainly is variability in fathers' roles, it was observed that they were less present during the child's hospitalization and acute care at home, as they often remained in the work place.
Consequently, they had less opportunity to display their stress to their child. From a societal perspective, another reason might be that fathers are expected to be strong and to handle difficult situations without displaying excessive emotion. Furthermore, fathers might unload their stressful reactions outside of the family; for example, at work, during sports, or with friends. In general, men have been found to use more problem-focused coping, versus women who preferentially use emotion-focused coping (Ptacek, Smith, & Dodge, 1994) . Engaging in emotions might have a greater impact on children, thereby explaining the different associations between the two parents and their child's acute stress. On the other hand, in our sample, only 47.9% of the fathers witnessed or were involved in the accident. Lastly, relative to mothers, our fathers generally exhibited less severe ASD symptoms, which might also have contributed to the nonsignificant association. Fathers reporting less stress symptoms agrees with existing literature (Bakker, Van der Heijden et al., 2014; Landolt et al., 2012) .
While this study expands on previous work, by being the first study to analyze the relationship between important trauma variables in a highly homogeneous group of young children after trauma, all via the application of advanced, contemporary statistical methods, some limitations must be considered. First, the study's cross-sectional design does not allow for any conclusions about the direction of effects or causality. Second, the child's acute stress was mainly rated (Querido et al., 2001 ). In addition, there were no reliable physiological data available, no valid observational method to assess PTSD at this young age exists up to date, and self-report is not possible in young children. Fourth, diagnostic criteria and the instrument used in the present study may not have been sensitive enough to reliably measure acute symptoms of PTSD in injured children, as some symptoms are difficult to assess in the initial phase after the accident. Medical treatments, for example, can have an influence on sleep or on the capacity to show symptoms of avoidance. Fifth, few children with severe injuries were included in the sample of the present study. However, because in our study already less severe injuries impacted child respective parent acute stress, inclusion of more severely injured children would probably have led to an even stronger association. Lastly, families with lower SES were underrepresented in our sample, which limits generalizability and may have biased our findings, as it has been shown that lower SES is a risk factor for child posttraumatic psychopathology (Trickey et al., 2012) . This, however, is a well know issue in many other studies (Bakker, Van der Heijden et al., 2014; De Young et al., 2014; Graf et al., 2011) . Our findings have implications for secondary prevention and clinical intervention. They fit well with the recent application of a bio-psycho-social framework to approaching the development of PTSD in children exposed to acute medical events (Marsac, Kassam-Adams, Delahanty, Widaman, & Barakat, 2014) . Both injury severity and maternal stress are supposed to affect the young child immediately after an accident; consequently, early psychological interventions might be appropriate during this immediate postinjury stage (De Young et al., 2016) . Parents', especially mothers', response to an unintentional burn injury of their child may play an important role for the child's posttraumatic adjustment. In consequence, as already claimed for older pediatric patients and their parents (Kassam-Adams, Fleisher, & Winston, 2009; Landolt et al., 2012) , clinical practice in young child health care should include targeting maternal stress. In addition to acute interventions addressed directly to young children with burns, provision of psychological support to acutely distressed mothers might be important to decrease stress both in mothers and children. This is currently being evaluated in the above mentioned RCT testing an early intervention for young children and parents in the aftermath of a burn accident (De Young et al., 2016) .
Future longitudinal research is necessary to further explore the relationships between the various variables studied here, particularly to sort out the direction of effects between children and parents during the aftermath of a traumatic event. To conclude, options for the independent assessment of childhood and parental posttraumatic stress, including objective measures, need to be considered and developed.
